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Diagnostic Problems in Pregnancy:
Severe Ltevorotation ofthe Uterus B P Dillon MB DobStRCOG Woman aged 28, para-0 Admitted at 20 weeks' amenorrhcea with preeclampsia. Fibroids had been found nine months previously. The uterus was twelve weeks larger than dates and a diagnosis of hydatidiform mole was made. X-ray of the abdomen showed no feetal parts. Repeat Hogben tests were negative and the diagnosis was revised to latent nephritis exacerbated by pregnancy. Renal function tests were normal. Feetal skeleton was demonstrated on X-ray one month after adniission.
In view of unabated pre-eclampsia (blood pressure 160/100, urine 3 g Esbach) abdominal hysterotomy was performed at 26 weeks' amenorrhea. The uterus was found to be lawvorotated 180 degrees; it was of good colour with a fundal fibroid adherent to bowel on the left. The right round ligament and adnexae were stretched across from right to left. Adhesions were divided and abdominal hysterotomy performed after manual detorsion of the uterus. Pre-eclampsia subsided within seven days and the patient was discharged with a view to myomectomy in three months.
Comment
Only 125 cases of torsion have been reported. It is most commonly associated with fibromyomata or uterine anomalies (Robinson & Duvall 1931) and may present at any age or parity and in any trimester of pregnancy. Diagnosis is rarely made before laparotomy which is usually performed for complications of pelvic tumours with pregnancy or for obstructed labour (Nesbitt & Corner 1956 Presented with symptoms of hypertension and anwinia and was found to have uterine fibroids it4d polycystic kidneys. The 4ntemii was trCated with intramuscular iron and the blood pressure controlled by methyldopa.
Myomectomy was then performed. Postoperatively she was relatively hypotensive for ten hours and after thirty-six hours started to develop signs and symptoms of intestinal obstruction.
A second laparotomy was performed on the fifth day; a grossly dilated small bowel was found. Decompression was attempted and shreds of necrotic intestinal mucosa were obtaiced. At the end of the operation the patient vomited a mucosal caste of the stomach. Post-operatively her condition was critical, she was dehydrated and acidotic; she required massive volumes of intravenous fluids to replace and maintain the salt and water loss from the intestine. During the following three days she received 11 litres per twentyfour hours intravenously. The serum protein level was low and she became markedly cedematous; in order to redistribute the body fluid, plasma was given. The hypertension was controlled by bethanidine.
Following this treatment her condition iunproved initially but was not maintained. Intravenous hydrocortisone was started and ber condition again improved; during this time the urinary output remained satisfactory. After seven days intravenous fluids were discontinued and she made a steady recovery. She is noW well, the blood urea is normal and the hypertension satisfactorily controlled by methyldopa. Similar conditions have been described by Woodward (1960) , Ingomar & Terslev (1961) and Webb (1961) . Dr A S Moolgaoker showed a film demonstrating the use of new obstetrics forceps. He briefly summarized the results of 100 midcavity forceps deliveries in which the new instrument had been used, emphasizing that there had been no maternal deaths and an uncorrected perinatal mortality of zero.
The following case was also reported;
Intramuterine F&etal Heart Block Associated with Maternal Lupus Erytheiatosus .Pr 13 A Q Binns
